A retrospective study of 209 consecutive cases of gonorrhoea showed that more than 98 per cent. of cases were detected by two sets of examinations at weekly intervals. This was compared with earlier results obtained at this clinic when only 86 per cent. of cases were detected by two examinations. It is believed that modifications in culture techniques were responsible for the improvement and that two tests are now sufficient to screen for gonococcal infection in the majority ofpatients when an efficient microbiological service is available.
Introduction
In a report on gonorrhoea in women attending James Pringle House at the Middlesex Hospital, Catterall (1970) observed that repeated examinations were necessary to establish the diagnosis. This observation was based on the study of 300 women with vaginal discharge, 95 of whom were found to have gonorrhoea by a combination of Gram-staining and culture. Only 66 per cent. of the cases were diagnosed by the first set of investigations, 20 per cent. by the second, 10 per cent. by the third, and 4 per cent. by the fourth examination.
In view of these results it has been customary at Although it is not possible to be certain that all the patients were correctly diagnosed, it seems likely that they were as none of them returned later as contacts of men with gonorrhoea or with complications of the disease. None was treated on epidemiological grounds. (Table IV) . Fifteen defaulted, five of them before treatment, and could not be traced. Three patients were followed up elsewhere. Nine cases of gonorrhoea were detected, a recurrence rate of 4-7 per cent. (Table V) . A careful examination of the case histories indicated whether the recurrence was likely to be due to treatment failure or to re-infection. Of the four cases which seemed to be due to treatment failure--one of which had received Kanamycinthree were detected at the first follow-up test, but the other not until the fourth follow-up test. Five patients were considered to have become re-infected. This was detected at the first follow-up test in one patient who had intercourse with her untreated boy-friend during the first week after treatment. The other four patients had at least one negative follow-up test before infection was detected and their histories suggest that re-infection was likely. Two of them were extremely promiscuous, another had had intercourse with her boy-friend, who had defaulted from follow-up, and the other had had intercourse with her boy-friend, whom she had probably re-infected during the 6 weeks delay before she visited a clinic after receipt of a contact slip. Catterall (1970) , when only 86 per cent. of infected women were diagnosed after two examinations. The increased rate of detection was probably due to improved culture media and diagnostic methods, and it is of interest that these results were obtained without the addition of antibiotics to the culture medium. As a res-ult of these findings it has been possible to decrease the number of examinations of women not thought to be contacts of men with gonorrhoea from four to two. Three examinations are recommended for the relatively small number of women who attend as contacts. This procedure also serves to monitor the efficiency of the cultures.
More than half of the infected women (53-5 per cent.) were symptomatic. Although the symptoms were often mild they were not thought to be imaginary. For comparison, the incidence of symptoms was calculated in a group of women who had been requested to attend the clinic because they were contacts of men with NSU. Only 22 per cent. of them were symptomatic. The high incidence of symptoms in women with gonorrhoea could not be accounted Detection of gonorrhoea in women 39 for by the high incidence of other genital infections. Chapel and Smeltzer (1975) found that 64-6 per cent. of women with gonorrhoea had urogenital symptoms, whereas Schroeter and Lucas (1962) reported that only 20 per cent. of women with gonorrhoea were symptomatic.
22 per cent. of women who were thought to be contacts of men with gonorrhoea were found to be uninfected. This is a much higher percentage than that reported by Hare (1974) , who found that only 2-5 per cent. of female source contacts were not infected. However, the contact group at James Pringle House included all suspected source contacts as well as all probable secondary contacts, and thus may have included some who were not exposed to infection. The high incidence of gonorrhoea in contacts emphasizes the importance of contact tracing in control of the disease.
Although the majority of infected women attended because they were thought to be contacts, there were many who came of their own accord when they developed symptoms. Most of them had been to the clinic before, often with other types of genital infection, and it is possible that the previously favourable treatment and management encouraged them to visit the clinic when they developed the mild symptoms which may occur in gonorrhoea.
Epidemiological treatment of contacts of men with gonorrhoea is a routine practice in some clinics (Willcox, 1972) . The difficulty in diagnosing the disease in women and the high default rate of certain patients with gonorrhoea have been given as reasons for treating women contacts at their first attendance. At this clinic the default rate is low and contacts of men with gonorrhoea are not treated without supporting evidence from smears and cultures. In this group of patients, only five (2 4 per cent.) defaulted before treatment, but if treatment had been given to contacts before the culture results were known then two of them would have been treated. On the other hand, 29 other contacts who were found to be negative by repeat examinations would have been treated unnecessarily.
The default rate after treatment was also small. Only ten (4 9 per cent.) of 204 women who had been treated were not followed up either in this clinic or elsewhere. A large number of follow-up tests were performed and nine cases of gonorrhoea were detected. Four of these were thought to be due to treatment failure and all but one were detected at the first examination. There is evidence that the other five cases were the result of re-infection. Except in one case, in which the patient had resumed intercourse with her boy-friend within a week of treatment, the patients had at least one set of negative tests before the infection was detected. It may be that repeated examinations to detect treatment failure are relatively non-productive and not cost-effective, but it is also important to establish whether re-infection could have occurred, because of asynchronous treatment of known partners or an asymptomatic undisclosed contact. In such cases repeated examinations should be performed in order to exclude these possibilities and renewed efforts should be made to diagnose and treat their contacts.
The experience described in this paper indicates the necessity for constant vigilance and quality control of the methods employed in the diagnosis of gonorrhoea in women. 
